o non infarct, clinical diagnosis (all CK values normal);
• non infarct, clinical diagnosis (at least one CK value abnormal). Biochemical diagnosis of myocardial infarction is usually made by measurement of 'cardiac enzymes' on consecutive days from admission. Recently Collinson et al,' described the usefulness of creatine kinase (CK) slope values in early diagnosis of myocardial infarction (MI). We report the findings of CK slope measurement during a three month trial period.
During the three months trial period we asked for three blood samples to be obtained on all patients admitted to the Brook General Hospital with acute chest pain suggestive of MI. The first blood sample was taken at the time of admission, the second at 6-8 h and the final sample at 12-18 h following admission. All admissions were within 6 h of onset of chest pain. We received two or three serial blood samples on a total of 83 patients: 57 men, age range 20-84 years, mean 62 years and 26 women, age range 44-100 years, mean 69 years. For 59 patients two timed samples were received and for 24 patients three timed samples were received.
Serum samples were separated and stored at +4°C. CK was measured at 37°C within three days of receipt by optimised method using commercial reagents? (CK-NAC Opt. J T Baker, Mast Diagnostics, Merseyside, UK), using a centrifugal analyser (Encore, Baker Instruments Ltd, Windsor, UK). No other cardiac enzymes were measured. Clinical diagnosis and initial ECG changes were obtained retrospectively.
The values of each patient's CK results were logarithmically transformed and plotted against time. Where the time of onset of chest pain was recorded, this was taken as zero time, otherwise admission time was taken as zero time. All three samples were within 24 h of onset of chest pain. In summary, we confirm the findings of Collinson et al,' All 25 positive cases with myocardial infarction (confirmed by clinical presentation and electrocardiographic changes) were correctly of physical signs compatible with infarction and characteristic ECG changes persisting for a minimum of 24 h.
In 74 of the 83 patients the clinical diagnosis was as predicted by the CK slope values: 25 cases of MI and 49 cases on non-myocardial infarction ( Fig. 1. column A) . Nine cases were however found to have a CK slope indicative of MI without typical ECG changes or clinical diagnosis of myocardial infarction (Fig. 1. column B) . On further review of these nine cases it was found that five had total CK values all within the reference range. CK-MB activity was measured by electrophoresis and densitometric scanning! and no CK-MB was detected. The clinical diagnoses were; angina in three cases, stroke in the fourth, and left ventricular failure (LVF) in the fifth case, and there was no evidence of muscle injury in these patients. Of the remaining four cases at least one CK result was outside the reference range (25-175 UIL). Serial CK values and the clinical diagnosis for these four cases were as follows;
Case I Case 2 Case 3 Case 4 CK 133, 314; CK 160, 339; CK 96, 146, 265; CK 110, 112, 254;  left ventricular failure stroke gastro-oesophageal pain unstable angina, LVF identified as MI by a CK slope above 0'015, giving sensitivity of 100%. In this group at least one of the CK values was outside the reference range.
Out of 58 non-MI patients, 49 were correctly identified by CK slope values below 0'015, giving specificity of 84·5%.
In 5 of the 9 false positive cases all the samples had CK values within the reference range. If positive slope with no one CK value outside the reference range is regarded as non-MI, 54 out of 58 non-MI patients would be correctly identified giving specificity of 93·1%.
In conclusion, a positive CK slope with at least one CK value outside the reference range gave 100% sensitivity and 93·1% specificity in the diagnosis of MI within 24 h of onset of chest pain.
